INTRODUCTION
In mid-2007, a printed questionnaire was posted to 1471
Australian and New Zealand trainee and consultant gynaecologists with the aim of surveying their management of uterovaginal prolapse. The results were published in 2010. 1 Recently, there has been considerable controversy regarding the use of permanent synthetic mesh implants for vaginal prolapse. 2 This has resulted in manufacturers withdrawing some or all of their implantable prolapse and incontinence products. 3 The aims of this paper are to determine how symptomatic pelvic organ prolapse is presently managed in Australia and New DOI: 10.1111/ajo.12835
O R I G I N A L A R T I C L E
Zealand, to compare current practice with survey data from 2007, and to assess the impact on practice of the withdrawal of Prolift® and Prosima® synthetic mesh implants (Ethicon, Somerville, NJ, USA) in 2015. 
MATERIALS AND METHODS

RESULTS
There were 403 doctors who participated, giving an overall response rate of 16%. Eighteen percent of RANZCOG fellows, compared with 11% of RANZCOG trainees were surveyed. Eighty-three percent of respondents currently perform prolapse surgery.
Twenty-nine percent of respondents had also completed the 2007 survey.
Respondent classification
Seventy-three percent classified themselves as generalists, 21%
had a special interest in urogynaecology, and 3% were certified urogynaecologists. Four percent were unclassified.
For statistical analysis, the special interest practitioner group was combined with certified urogynaecologists to create Group A, to enable comparison with generalists (Group B). Table 2 .
Prolapse classification
Scenario 3: Posterior vaginal prolapse
A 48-year-old woman presented with a POPQ stage 2A rectocele, incomplete rectal emptying, but no faecal incontinence. The procedures of choice are presented in Table 3 . Posterior colporrhaphy for primary rectocoele repair increased from an 18% preference rate in 2007 to 44% in 2015 (P < 0.001). 
Scenario 4: Post-hysterectomy vaginal vault prolapse
A 56-year-old woman presented with POPQ stage 3 posthysterectomy prolapse (posterior dominance) and associated voiding difficulty. There was a hypermobile bladder neck, but no stress incontinence with the prolapse reduced. The procedures of choice are presented in Table 4 .
A pre-operative urodynamic was performed by under half of 
Effect of Ethicon mesh kit withdrawal on surgical practice
Fifty-eight percent of respondents did not change their practice, which included 7% who had never used transvaginal mesh. Of the 42% who changed their practice, 30% decided to refer all potential mesh cases on, 10% ceased all mesh kit surgery (including some who were using a mesh kit which had not been withdrawn), and the remaining 2% either changed to another kit, or converted to a biological graft. Our study had two main weaknesses: a poor response rate and respondents representing a skewed population. We attribute the first weakness to the length of the survey, which was seven A4 pages in its original form, and because of an increasing number of online surveys aimed at RANZCOG trainees and fellows.
DISCUSSION
We deduce the other weakness from most of our respondents being users of vaginal mesh for prolapse. In a future survey, we would aim to increase the response rate by sending out more frequent reminders and, like Jha and Moran, targeting operative gynaecologists. Nonetheless, the survey is pertinent and provides some insight into a challenging and rapidly changing field of operative gynaecology. prefer transvaginal paravaginal repair, which is technically more demanding and has greater morbidity than the laparoscopic approach. 11 We speculate that this reflects our respondents'
preferences for a transvaginal non-mesh alternative to repeat anterior colporrhaphy. Clinical audit of all mesh procedures is encouraged.
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Unfortunately, in the first and follow-up surveys, most practitioners followed up patients for less than a year and the minority 
